SECTION B - MORE INFORMATION ABOUT YOU

1) Are YOU getting Black Lung (Coal Miner's) Medical Benefits?
YES D NO ﬂ If YES, Date of Illness or Injury: | | I—I | I— | | l I l
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2) Are YOU now getting any treatment for an illness or injury, which occurred on the job, for which YOU have or will file

a worker's compensation claim?

YES |:] NO & If YES,Dateofllincssorlnjury:l l |—[ I I_[ ' | | |
M M D D ¥ ¥ L
If YES, Insurer Name
ADDRESS
ADDRESS
CITY STATE ZIP

3) Are YOU now getting any treatment for an illness or injury for which another party could be held responsible or
could be covered under no-fault , automobile or liability insurance?

YES [ NO [X] If YES, Datc of Illness or Injury: B I_l ! I I |
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If YES, Insurer Name
ADDRESS
ADDRESS
CITY STATE ZIp

Your Signature Is Required
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